Introduction
It has been estimated that there are almost 1500 people each year in the British Isles who suffer from cancer ofthe larynx, about one third of these require total laryngectomy. Some are suitable candidates for surgical voice restoration, but many rely on their ability to acquire pharyngeal or oesophageal speech.
The subject of laryngectomy in relation to speech pathology is well documented. However, I think it would be fair to state that most texts on speech after laryngectomy have been written by professionals, who must rely on the power of observation and accepted published findings for their material. But it is the patient, the laryngectomee, who is best placed to contribute to knowledge of the practice of speech after laryngectomy.
It has been said that speech therapy is more art than science, I believe this to be true. I am not a professional speech therapist, but a laryngectomee. My knowledge lies only with giving speech instruction to the laryngectomee which does not include the use of aids. As a laryngectomee of 14 years and one who has been involved with numerous of his fellows in helping them 'find' their voices, I became interested in how best to introduce pharyngeal/oesophageal speech by a method more easily understood.
Finding a lost voice To achieve voice requires putting the air which is always in the mouth under pressure, by using the tongue pump, which forces the air into the pharynx, and thus to the oesophageal reservoir. This air then meets the tension from the diaphragm and abdominal muscles and is expelled to create sound -the vicarious vocal cords now being the walls of the pharynx which constrict and vibrate. Sound manipulated equals the human voice.
Unfortunately, this straight forward explanation of the mechanics of oesophageal speech is seldom comprehended by the patient who is newly laryngectomized.
The laryngectomee is often isolated because of the psychological condition that this disability imposes. It can take many forms that can hinder the 'finding' of a lost voice. Thinking how to produce sound-any sound by the mouth-is basic and uncomplicated; it is the first step in the progression towards the language of sound. A fortunate few find their voices quite quickly and without help; ifyou asked them how, they would probably say 'I don't know, Ijust did'. So why question the miracle! The more one becomes involved in the study and practice of speech after laryngectomy, the more one becomes, through this study, guilty of adopting the 'trade jargon' of the professional, but by so doing these writings would lose part of their purpose. And so it is offered in lay terms, with the hope that its text will convey the message that it is important to have simplicity in explanation and that trade jargon, when used in front of patients, can be detrimental.
Before therapy
Before starting therapy, patients should have the mechanics of oesophageal/pharyngeal speech thoroughly explained to them. Too often, I feel, therapists are guilty of trying to lead their patients towards speech without sufficient time being given to explanation. This explanation must be direct but in a language easily understood. Laryngectomy is a physically and mentally exhausting experience, and if patients are to find their voice again they must be motivated without delay, before the muscles of acceptance become stiff. Complicated explanations stiffen muscles very quickly. Therapists will find they have a difficult period during early therapy sessions with their patients as they come up against the 'mind barrier'. This barrier exists for both patient and therapist in different ways, causing at times enormous frustration. Therapists not able to emulate or simulate the patients' condition and the patients are not able to understand what is required of them. We have a situation of 'I am not as you are or able to think as you now must, but do as I say'. Providing there is not a deep seated psychological reason or that surgery has not made it impossible the voice is always there. This is the most crucial time in the journey to rehabilitation and the right information is paramount, as at this stage the patients' self-confidence is won or lost. We could not speak when we were born, and until we watched and listened to others we had no idea how to communicate. But now the language of sound is known, and it is only the system that is needed to produce it. There is also one other advantage -the brain -it still seeks to produce sound from the area ofthe lost vocal cords. However, it must also divorce itselffrom seeking lung power for the purpose of speech.
Thinking sound
Thinking 'sound' is the key to the system. The patients must be told to 'think sound' and to think how to produce sound with the mouth. They must be made aware ·how air equals sound, and how air under pressure equals greater sound, and sound equals the human voice. Few laryngectomees have any knowledge of the physics of sound, so simple demonstrations of how air equals sound are always worthwhile. An old-fashioned motor car horn is useful for demonstrating both the air reservoir at the top of the oesophagus, and how when put under pressure by 0141-0768/91/ 050292-03/$02.00/0 © 1991 The Royal Society of Medicine squeezing its bulb, it creates sound. Ask for any sound, by mouth, that the patient finds possible, explain to him how air pressure was responsible. Unfortunately, if the patient is deaf, and not just hard of hearing, it is not possible to draw attention to sound in this way. Stress is very apparent in such cases. The speech therapist then needs another ally -a good laryngectomee speaker -so the patient has the benefit of practical visual instruction.
Albert Schweitzer once said 'Example is not the main thing in influencing others ... It is the only thing!' Improvizationlimagery/imitative techniques I had been involved with helping a charming Irishman to find his voice, but with little success. Because he was unable to read or write, comprehension of his problem was limited. All explanation failed to get the first sound, until I said to him 'Pat! All Irishmen know about horses, you must have driven a horse and cart sometime?' He nodded his head intimating that he had. A piece of string and a chair became the horse and its reins, and when I asked him to pretend to drive the horse, he quite unconsciously clucked to it. It was the beginning. In a very short while he-became a good speaker.
In most cases, it is easy to get the first example of sound by 'driving the horse'. This produces sound and it is for the therapist at this stage to ask the patient again to 'think' how he produced it. Here the seed can be sown, as it is explained that AIR=SOUND, and that the air constricted by the tongue against the roof ofthe mouth, makes sound as it is sucked in. This can also be converse. But air is 'always' there -it enters every time the mouth opens (it also enters through the nose) -and only needs to be put under pressure.
A simple way of explaining how air is always in the mouth is to demonstrate with a plastic bag. Show the flattened bag -all air expelled -and then open the mouth of the bag slightly and then immediately close it by twisting the top. If you then run the encircled forefinger and thumb the length of the bag, the trapped air will be shown as the ballooning at the end of it. This simple demonstration can often work wonders, as the patient relates to this by holding his nose and then opening his mouth to allow the air to enter. If he then moves his tongue up and down whilst his mouth is closed, he will feel the air. Although I would not wish to make issue with those who consider S blend consonants as the easiest for plosion, I would suggest the strong consonants such as T-J-K-D are all powerful when used to activate the tongue pump, as on these consonants the tongue is placed firmly against the roof of the mouth to constrict or push the air towards the oesophageal reservoir. It matters not if the mouth is open or closed as the air is trapped behind the tongue. It is very easy for the laryngectomee to force air to the oesophageal reservoir with the mouth closed by lip pressure using consonants such as B-M-P but the lips show pursing and it is unnecessary. It is far better at all times -as for strong consonants such as T·J-K-D to take the pumping pressure from the roof of the mouth. The patient must look relaxed and not seem to be pushing backwards with the lips, as this distorts the cheeks. The use of strong consonants is only another means of getting the patient to relate to the placement of the tongue to activate this pump. It may be that he finds his own way to using pumping pressure from the Journal of the Royal Society of Medicine Volume 84 May 1991 293 tongue, and if so all other explanations become unnecessary. With the oesophagus charged, it is then possible, by experiment and without undue distortion of the face and neck muscles, to 'find the note' by constriction and then manipulate that note by the use of the lips, mouth and tongue to the understandable language of sound.
It should be possible to charge every letter of the alphabet, including the vowels and P's and V's, by the tongue takirig the pumping pressure from the roof of the mouth -the lips remaining slightly parted through the entire exercise except for coming together before plosion as in Band P. A good way of getting a patient to relate to plosion, is to place a table tennis ball between his lips and ask him to think of the mouth as a child's pop gun. This is motivating as he tries to drive the ball from his mouth by plosion. It is also a way of getting the patientto draw air from the nose, which helps in perfecting speech at a later date. The better the enunciation the more pressure from the tongue pump. The stronger consonants work very well in conjunction with the tongue pump. But if we consider how dialect effects the power of the tongue pump in our assessment of speech after laryngectomy, we find there is room for further studies. Contrary to some beliefs, inhalation/inspiration plays no part in finding air to charge the oesophageal reservoir for speech. This is proved conclusively by the fact that a competent laryngectomee speaker can produce his voice after all air has been expelled from his lungs. However, the voice has not the resonance and remains somewhat flat. This same flatness with little intonation is also in evidence when there is poor abdominal muscle control.
Other matters
Posture is important. Never start a therapy session without drawing attention to this, and always have the patient seated in a hard upright chair. The driving force for perfected speech comes from the diaphragm and abdominal muscles, and it is the condition of these muscles that reflect in the voice. Poor posture=poor voice. The patient in the early stages of therapy must be made aware that muscle control in this area is beneficial to the voice, by pulling the patient's crossed forearms gently but firmly under the rib-cage.
There are still those that believe air can be charged and retained in readiness for speech; this is not possible as air must be used as charged and can only be held momentarily in the oesophageal reservoir before being driven out again -otherwise it is swallowed into the stomach and returns to be belchedor worseat what might be an embarrassing moment. In the early stages of voice production, before the tongue becomes accustomed to its extra duty as a pump, the patient may complain that the tongue is sore and also that the neck muscles become tired. This passes as the new system becomes second nature.
It cannot be overstressed that therapy must never be boring. Long lists of word exercises as 'homework' are boring and unmotivating. It is better to find the patients real interests and adapt to them.
I was personally involved with helping a man who could not be motivated to exercise his voice. He had become withdrawn and accepted that as long as his wife understood his needs she could be his go-between. But one day I arrived at his home unannounced and found him immersed in a racing paper. It transpired that he had a small wager every day, and studied form beforehand. His exercises became the runners and riders. Lester Piggott will never know how he became my greatest ally to getting the tongue to pump.
Rhythm is useful for finding the voice. The 'tick tock' of a clock chanted slowly as the patient repeats this over and over again -with mouth closed and nose held between thumb and forefinger to avoid the escape of air down the nose -will allow the 'feel' of the air that is always in the mouth, and how that air can be put under pressure by using the tongue pump. The above exercise with the mouth open and 'sucking' inwards will make the patient 'think' about sound in the mouth. Sometimes there is difficulty in making the patient aware of this existing air. From the moment of birth the action of sucking is natural to every human being, and so a large teat from a baby's feeding bottle can be sucked upon by the patient, to make him realize how he can take air into the mouth. A drinking straw can also be used and if the patient was a smoker, so too can he be reminded of how he drew upon a pipe or cigarette. All these are sucking by the mouth and not an intake of breath. Until taught how it is possible to blow, a laryngectomee when asked will take a deep breath with open mouth and blow through the stoma. Ask him to 'blow a raspberry' -for want of a better expression -and it often comes out quite naturally as the air is forced out by the cheeks. Ask him to do it silently and here you have a new way of blowing. After a little practice and without too much difficulty, a balloon can be blown up in this way. This is an excellent exercise for the mouth to take in air. It is a small step from this to other things such as whistling. 'Good thinking' equals progression.
Quality
We hear a great deal about the quality of the laryngectomized voice. The laryngectomee must always remember that the voice he hopes to acquire will be just as acceptable to the listener as before. But it must be used if it is to have quality and volume. People living alone are seldom as good as they could be. The more fluent speakers are those who have been forced, through necessity, back into an active life. I have lost count of the times that I have been asked, does one retain dialect after finding the voice again?
The answer of course is yes, because the voice starts in the brain and remembers and manipulates sound to dialect.
Continuity
It is true to say that naturally fast speakers can often get more syllables per air injection. But although continuity in conversation is more pleasant to listen to, it is no good unless understood. Quick minds are often the fast speakers, and this often causes a 'stumbling' effect in articulation, due to the slight time lapse between brain and mouth when trying for instant retort, or reply in conversation. The quick mind too is sometimes the candidate for stress. Continuity can be well-delivered short phrases which give time for air charging. Some of our finest orators use this type of delivery. The well remembered war time speeches of the great Winston Churchill were all well delivered short phrases. Synchronization between speech and breathing, conservation of air, and keeping the voice low in volume, are the keys to continuity. Therapists are often taught to eliminate what they consider to be faults before they become habits. Although I would agree there is always room for improvement -and this applies to normal speakers too -I would always advocate that the patient be allowed to find their voice without the added stress of rectifying faults as they arise. These can be better dealt with and worked upon once the patient's confidence has been restored by finding their voice. Stoma blast is considered one of these faults, but trying to rectify this in the very early stages of therapy can be even more stressful; it is better the patient be allowed to become more fit and to improve breath control, before an attempt is made to bring this to an 'acceptable level'. I use the term 'acceptable level' because this disability does not allow complete elimination, as the patient must breathe. The abnormality of breathing through the stoma draws attention, but many 'normal' heavy breathers go unnoticed because they breathe in the normal accepted way. Often therapists are inclined to forget about this as they work to perfect their patient. The laryngectomee that is well rehabilitated and accepted as normal in company has unconsciously acquired breath control. Patients must look forward to therapy so must leave each session with proof of progress.
Endurance
Although the following has little bearing on speech instruction it will make the therapist aware of other changes that have taken place for the laryngectomized. As some muscles are asked to do double duty, the rehabilitated speaker performs quite a feat of endurance every day, if using their voice at their employment. The lack of oxygen at times can cause slight confusion of thought, and, in turn stress. Something that is seldom considered is the effect that cold weather can have upon the laryngectomized voice. The cold air which no longer has its return journey from the lungs to warm it, is injected straight from the mouth to the pharynx and oesophageal reservoir making all areas cold and not conducive to good speech. Cold air entering the stoma also subscribes to the problem, causing more stress and frustration.
Group therapy sessions
Having witnessed group sessions they are, in my opinion, psychologically dangerous, as the competition they breed only benefits the more extrovert patient, and while others lose confidence.
Finally, I look forward to the day when there will be a small specialist team treating in a National Residential Speech Rehabilitation Centre for the laryngectomized.
